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2 Social security number (SSN) 8 Employer identification number (EIN)

3144} Employee *xx**x_710B5 Applicable Large Employer Member (Employer) 37-0533100
7 Name of employer
s FARM MUTUAL AUTOMOBILE INSU NCE CCMPANY
suite no.) 10 Contact telephone number
AZA 866-935-4015
12 State or province 13 Country and ZIP or foreign postal code

1L 61710

Internal Reven

st name, middle initial, last name)

5 State or province 6 Country and ZIP or foreign postal code
170

m Employee Offer of Coverage Employee’s Age on January 1 Plan Start Month (enter 2-digit number): (0
Oct Nov Dec

All 12 Months Jan Feb Mar Apr May June July Aug Sept

14 Offer of Coverage

(enter required code) 18 18 1H 1H 18 18 11 1H 1E 1E 1E

15 Employee Required
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Form 1095-C (2022)
[2EY:81l] covered Individuals — If Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the employee. E

(e) Months of coverage

(a) Name of covered individual(s) (b) SSN or other TIN (c) DOB (if SSN or other | (d) Covered
First name, middle initial. last name TIN is not available) |all 12 months | Jan | Feb |Mar | Apr [May June | July | Aug |Sept

45 VENKATA GOLI *xk_x*x 1085

4o SRINIDHI GOLI HAk kX G491

20 SRIRAM GOLI *rk_**_5883

x| x| x| x[g
x| x| x| x[z
x| x| x| x|

21 CGOWRI PAMPANA *XX_**_3954
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Health Coverage O voi OMB No. 1545-2252
Department of the Treasury » Do not attach to your tax return. Keep for your records. O |
i CORRECTE
Intenal Revenue Service » Go to www.irs.gov/Form1095B for instructions and the latest information. A TED .

Ewmvo:mmc_m Individual

1 Name of responsible individual-First name, middle name, last name 2 Social security number (SSN) or other TIN 3 Date of birth (if SSN or other TIN is not available)
VENKATA GOLI *x*_*+_1085
4 Street address (including apartment no.) 5 City or town 6 State or province 7 Country and ZIP or foreign postal code
3413 PRESCHER PT BLOOMINGTON IL UNITED STATES 61704
 9Reserved .
8 Enter letter identifying Origin of the Health Coverage (see instructions for codes): . . . » B ,

quqam:o: about Certain Employe

r-Sponsored Coverage (see _:m:.co:o:mv _

10 Employer name

SRS CONSULTING INC

11 Employer identification number (EIN)
52-2372326

12 Street address (including room or suite no.)
39465 PASEO PADRE PKWY 3200

13 City or town
FREMONT

14 State or province
CA

16 Country and ZIP or foreign postal code
94538

E_mmcmq or Other Coverage Provider (see instructions)

16 Name
UnitedHealthcare, Inc.

17 Employer identification number (EIN)
41-1922511

18 Contact telephone number
866-633-2446

19 Street address (including room or suite no.)
601 Brooker Creek Blvd

20 City or town
Oldsmar

21 State or province
FL

22 Country and ZIP or foreign postal code
UNITED STATES 34677

Eoéaa Individuals (Enter the information for each covered individual.)

(a) Name of covered individual(s)
First name, middle initial, last name

(b) SSN or other TIN

(c) DOB (If SSN or other | (d) Covered
TIN is not available) all 12 months

(e) Months of coverage

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
|
ﬁ 23 VENKATA GOLI D -
24 GOWRI PAMPANA 06/03/1979 D .
25 SRINIDHI GOLI 03/02/2012 D .
26 SRIRAM GOLI 03/02/2006 D E

For Privacy Act and Paperwork Reduction Act Notice, see mmmwmqmﬁm .:mnim.mo:w.
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